INTRODUCTION
Psoriasis is a chronic relapsing immune-mediated inflammatory disorder of the skin 1, 2 . Treatment for psoriasis is often life long, and it needs to be adjusted over time to account for changes in severity 3 . To successfully manage psoriasis, good communication between doctors and patients is essential to ensure that patients are well informed about their condition and that they can communicate their concerns and expectations about the disorder and its treatment. Recently, new therapeutic modalities have been developed for patients who do not show good clinical improvements after conventional psoriasis treatments. The broader range of therapeutic options available for psoriasis has led to the development of psoriasis manage-ment guidelines, which reflect regional circumstances and the differences in each nation's healthcare system and policies. While we can readily access psoriasis treatment guidelines that have been developed by the USA, Canada, the United Kingdom, Germany, the Nordic countries, and Japan 4-8 , these treatment guidelines do not describe how to decide when to change or stop treatments in sufficient detail, which creates problems when using these guidelines in clinical practice.
A new European consensus relating to treatment goals for moderate-to-severe psoriasis was introduced in 2011 9 . In this consensus, the psoriasis area and severity index (PASI), a physician-conducted objective assessment of severity based on clinical criteria that include the body surface area (BSA) involved, and the dermatology life quality index (DLQI) [10] [11] [12] , a subjective measurement of severity that is depicted by patients, were primarily used to determine the success of therapy in moderate-to-severe plaque psoriasis. The use of both of these measurements to decide when to change or stop certain treatment modalities is a novel concept in the treatment of psoriasis. In Korea, we have not yet developed our own consensus guidelines for psoriasis treatment or reached consensus about region-specific treatment goals. Eight psoriasis specialists participated in this study to reach consensus about treatment goals that suit the Korean healthcare situation. The aim of this study was to compare the Korean dermatologists' perspectives with the European consensus and to lay a cornerstone for the development of Korean consensus guidelines for psoriasis treatment.
MATERIALS AND METHODS

Participants and consensus questionnaires
Eight Korean dermatologists who specialize in psoriasis completed the questionnaire. All of the participants gathered at the same location for a consensus conference. The participants answered 11 questions from the European consensus on psoriasis treatment goals using electronic voting software installed on iPads (Apple Inc., Cupertino, CA, USA). All participants voted on the same question simultaneously, and the results from the voting were projected on a screen immediately after the participants had answered the question. All of the participants then discussed their opinions about the displayed result. The Delphi technique, which was used to reach consensus from participants who had different views on the same questions in Europe, was not used in this consensus conference because the number of psoriasis specialists in Korea is too small for this technique to be effective and there were time constraints. There were four categories of questions about psoriasis treatment, namely, the classification of psoriasis severity, the definitions of the induction and maintenance phases for the systemic treatment of psoriasis, the definitions of treatment responses during the induction phase, and the definitions of treatment responses during the maintenance phase. The study was exempt from the institutional review board at the Seoul National University Bundang Hospital (No. 406-53-903).
Statistical analysis
The responses to the 11 questions from the European consensus conference were compared with the Korean responses. The proportions of positive answers were calculated, and the differences between the European and Korean consensuses were compared. Fisher's exact test for independent variables was performed on each question using SPSS Statistics 17.0 (SPSS Inc., Chicago, IL, USA). A p-value of less than 0.05 was considered to be statistically significant.
RESULTS
Differences in the strength of the agreement
In contrast to the European consensus, which used the Delphi technique to obtain a strong consensus in the final results, the Korean consensus conference did not use a repetitive voting technique. Most of the consensus questionnaire responses showed relatively weak agreements compared with the European consensus. However, most of the areas of agreement did not differ from those in the European consensus, despite the small number of participants and not using the Delphi technique.
Psoriasis severity classification in the Korean context
The participants were asked three questions to define the concept of psoriasis severity in the context of clinical practice in Korea. The classification of psoriasis into mild versus moderate-to-severe psoriasis to provide guidance in relation to treatment modalities was agreed to by 62.5% of the participants (Table 1 ). The explanation given for disagreement was that this classification does not reflect the effects of psoriasis on particular locations, including the face, nails, scalp, and genitalia, because even mild psoriasis in these areas can have significant impacts upon on the health-related quality of life (HRQoL). Two questions considered the subjective impact of psoriasis on HRQoL, which did not correlate with the doctors' assessments. These questions asked about the classifications of mild psoriasis with a high impact on HRQoL, and severe psoriasis with a low impact on HRQoL. The agreement for considering a low PASI/BSA with high DLQI to be moderate to severe psoriasis was 62.5%, but only 37.8% agreed that a high PASI/BSA with low DLQI could be classified as mild psoriasis. In response to the former question, it was stated that due to differences in psoriasis severity from Caucasians, the suggested cut-off value for the BSA, 10%, is not appropriate for Korean patients. The last question in this part of the questionnaire was the only one that showed a statistically significant difference compared with the European consensus. The major reason for the objection was that it is impossible to achieve improvements while using topical medications on patients who have clinically severe psoriasis, irrespective of how minimally psoriasis affects a patient's quality of life.
Definitions of the induction and maintenance phases for systemic treatment
When using systemic treatments for moderate-to-severe psoriasis, it can take a long time to assess the efficacy of a particular medication. Categorizing the treatment period into an induction phase and a maintenance phase can be helpful for scheduling or changing medications (Table 2) . Of the participants, 62.5% agreed to a definition of the induction period as 16∼24 weeks. The main reason underlying the objections to this definition was that many psoriasis medications can achieve noteworthy improvements within 12 weeks. All of the participants agreed with the concept of induction and maintenance phases. Most of the participants agreed that there was a need for the concept of a maintenance period in systemic treatment.
Definitions of treatment responses during the induction phase
The questions relating to the definitions of treatment responses during the induction phase generated total agreement among all of the participants ( Table 3 ). The response to treatment during the induction phase can be assessed using the PASI score. The treatment can be considered effective if the PASI score improves by 75% or more. If the PASI score improves by 50% or less, the current medi- cation can be considered ineffective. In relation to the question about a borderline response, which is defined as an improvement in the PASI score of more than 50% but less than 70%, 87.5% of the participants agreed that this should be re-evaluated using the DLQI score. The reason given for the disagreement was that the DLQI is currently not commonly used in routine clinical practice.
Definitions of treatment responses during the maintenance phase
The responses to the questions about the maintenance phase were almost the same as those to the questions about the induction phase, with the only difference relating to the continuation of a regimen after a PASI reduction of 75% had been achieved during the maintenance period (Table 4) . In contrast to the induction phase, doctors always confront the decision of when to reduce or stop a regimen during the maintenance phase. Not all of the participants could agree on the necessity to continue a maintenance regimen after improvements.
DISCUSSION
Treatment guidelines or goals for chronic diseases should be individualized for each country, because disease characteristics and treatment patterns are not always the same among the different nations. Other countries' psoriasis treatment guidelines are readily accessible, and differences exist among the guidelines, which have been modified to suit a particular country's context. Treatment guidelines have not yet been established for the management of psoriasis in Korea, and dermatologists only have insurance guidelines to direct the use of biologics in the treatment of psoriasis. These guidelines define phototherapy or conventional systemic medications as first-line modalities for the treatment of moderate-to-severe psoriasis, and biologics are only used as second-line treatments. However, there are no consensus-based concepts for psoriasis treatment goals, which are useful for guiding dermatologists in their decisions about patients who are in clinical remission, patients who are unresponsive to a therapy, and those individuals who are dissatisfied with their HRQoL 13 .
This consensus conference, which was the first to be held in Korea that was attended by psoriasis specialists, is a meaningful first step towards developing psoriasis treatment goals that are tailored for the Korean population. The most important new concept introduced during this consensus conference was the consideration of a patient's subjective feelings in relation to the quality of their lives, which was similar to the European consensus conference. We did not use the Delphi technique to reach a final consensus from the participants during this consensus conference because of time limitations. However, we found that even without using the Delphi technique, the treatment goals agreed on by the psoriasis specialists were almost the same as the consensuses reached by different nations. a short questionnaire to assess HRQoL issues that could be completed within one minute and is presented in a format that is similar to the visual analog scale used for subjective pain assessment. This study was limited because it was impossible to develop a consensus statement from the results of the conference. Given the small number of participants, all of the participants would have to show complete agreement to exceed the limit of consensus, which is set at 90%, and if one of the participants disagreed to a response to one of the questions 8 , we could not reach consensus. This limitation was another reason for not using the Delphi technique. Fig. 1 presents a schematic diagram of a newly proposed Korean psoriasis treatment goal developed during this consensus conference, and we have modified the subjective measurement of severity by using HRQoL instead of the numeric DLQI. The development of a less time-consuming HRQoL assessment tool in the future that could be administered to patients with psoriasis could replace the HRQoL part of this diagram. We hope that this consensus conference represents the beginning of the development of patient-centered psoriasis treatment guidelines for Korean psoriasis patients.
